could not be explained except upon the basis of a primary nerve degeneration. If ulcers could be produced in other parts of the body from nerve degeneration, why not in the digestive tract'?
Dr. SIDNEY PHILLIPS said that although exception had been taken to the title selected for the subject under discussion, it was justified in that it had led to an expression of the views of Sir Patrick Manson and others; he believed it was meant to exclude mucous colitis from the discussion. No doubt there was no sharp dividing line between colitis and ulcerative colitis, the ulceration in some cases only occurring as a second stage.
Ulcerative colitis appeared to be much more common now in this country than formerly. There was no mention of it in any of the published reports of any of the London hospitals before 1888, when Dr. Hale White published cases in Guy's Hospital Reports. It was not mentioned in St. Bartholomew's or Westminster Hospital Reports before 1893, nor in the London Hospital Reports till 1897. And the textbooks used twenty or thirty years ago, such as Bristowe's and Hilton Fagge's, made no allusion to it. The speaker himself had seen many cases at St. Mary's Hospital and elsewhere since 1888, but not before then.
Possibly the cause of acute ulcerative colitis was connected with our food supply; tinned or preserved foods might have something to do with it, and he had had two cases coming on acutely after partaking of meals at restaurants. He did not agree that colitis was not met with between infancy and adult age, as suggested by the St. Thomas's Hospital records; he had published a fatal case at the age of 13 years, and had seen others at the ages of 12 and 15. He had been surprised that more mention of pain had not been made, because sometimes it was agonizing, and almost caused collapse. Leucocytosis, he wrote some time ago, occurred in most of the cases, and his subsequent experience confirmed this. Bushnell, too, recorded 5 successive cases in which leucocytosis occurred, and Dopter in his recently published work,' found that in bacillar dysentery polymorphonuclear leucocytosis was found, just as Dr. Spilsbury had found it in the speaker's cases of colitis. Sir William Allchin rather dissented from his statement that hiccough was a very frequent accompaniment of colitis, because out of 80 cases occurring at St. Thomas's Hospital, it was only mentioned as occurring in 2. But I "1 Les Dysent6ries," Paris, p. 253. the other 78 cases occurred over a period of some twenty years, the notes of each being taken probably by different clinical clerks who would not be likely to mention the incidence of such a symptom as hiccough. Of 13 very acute cases under his observation hiccough was noted in 8, and in 2 of the others there was no inquiry made about it. Other writers had also noticed hiccough in their cases. No mention had been made during the discussion of acute homorrhagic colitis in which profuse melaena occurred, reducing the patient to a state of extreme aneemia; in 1 case where the colon had been opened by operation blood could be seen continuously oozing from the interior of the colon.
With regard to the identity of dysentery and colitis, if the latter was a form of dysentery it was in most cases that variety which was due to the Bacillus coli. Several of his cases examined by Sir Almroth Wright exhibited only Bacillus coli and streptococci. In some recent asylum cases he believed Shiga's bacillus had been found. There did not seem to be much difference in the naked-eye post-mortem characters found in the " dysentery " of asylums and in acute colitis occurring elsewhere.
The speaker agreed with Dr. Hale White that no drug had been found which had a curative effect in ulcerative colitis, but he thought mercury had a distinctly beneficial effect; cases doing badly under it did usually worse when it was discontinued, and it was surprising for how long patients with colitis took mercury without any signs of mercurialism; he thought probably mercury was not usually given freely enough in some cases. Adrenalin was of great use in the haemorrhagic forms of colitis, controlling the bleeding better than any other drug.
Sir Patrick Manson had laid stress on the inexpediency of operation in colitis, but Dr. Phillips thought he spoke only of cases of chronic dysentery. Dr. Phillips had not found that opening the colon and irrigations cut short the disease, and thought the rapid-cures reported after such procedure could not have been in the type of cases of severe acute ulcerative colitis. In several cases under Dr. Phillips's observation the disease had continued its course unchecked by operation, and mere arrest of the passage of the freces over the colonic tract did not arrest the disease; the organisms producing the affection were in the tissues of the colon as well as inside it. But operation in some cases was necessary and certainly gave relief, and in one case was the only thing which prevented death from haemorrhage. Appendicostomy was not always possible, the appendix being sometimes bound down from old inflammatory attacks, and sometimes it was impossible or very difficult to irrigate through the appendix. Mr. Makins's experience of relapse following operation to close a colotomy wound had occurred in a case of Dr. Phillips's, the relapse being fatal. He thought the advisability of operation must be decided on the merits of each individual case, and it should be borne in mind that however ill the patient became in colitis, recovery might ensue even without operation.
Mr. W. G. SPENCER said that much of the surgical side of the question had been fully dealt with, but he would refer to a case mentioned by Sir William Allchin, which was in the medical wards for some time, and had been treated with various drugs, and also by high enemata containing different materials. The patient was afterwards handed over to him, and he did a colotomy. Later the nurse was able to syringe right through the bowel, and the resultant liquid was clear, although previously there had been a continual passage of blood and fibrinous material. But he was never able to close the opening, because on attempting to do so there was a recurrence of the condition. Some years afterwards the patient presented herself at hospital complaining of the colotomy opening, but she was otherwise quite well. She died seven years after the colotomy of alcoholism and cardiac conditions, but the post-mortem examination showed nothing abnormal in the colon. Probably the lesion had been a superficial one. In another case at the hospital apparently the disease was confined to the sigmoid flexure, and part of her trouble was due to extension outwards binding down peritoneal adhesions. Some time after irrigation the colotomy opening was closed, but the disease had been very limited. In a case of the opposite condition on which he operated, the patient probably died a few days sooner through being explored, but post mortem the whole colon was in a polypoid condition, like a mass of new growth. From the surgical point of view he agreed fully with the points mentioned by Dr. Phillips, that the disease was very deep-seated, and he would wait before operating for some more surgical reason than simple ulceration of the bowel. All must agree that if there were stricture or pockets containing large quantities of pus that appendicostomy should be done, but in superficial lesions of the mucosa and limited ulcerations high enemata would do as much good as appendicostomy.
Dr. NORMAN DALTON: As regards the pathological anatomy, I have met with in England a case of the typical diphtheritic type. It was a very acute case which died in about a week. The ulcerations were
